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Instant electrocardiograms before and after physical activity were recorded three times per week for three to six months in ten patients with postmyocardial infarction angina pectoris who engaged in a physical training program. Four patients developed ST-segment depressions of over 2 mm following exercise and one of the four had associated ventricular ectopia. Three other patients had asymptomatic runs of ventricular tachycardia. Two of the latter subsequently developed ventricular fibrillation during moderate physical activity and one subsequently died suddenly at home while engaged in yardwork.
Instant electrocardiography represents a simple way to screen for patients prone to exercise-induced arrhythmias. It is felt that the latter should be on antiarrhythmic drugs and be limited to Ventricular tachycardia during exercise stress testing in the patient described in figure 5. instantaneous deaths, more than half occurred during or immediately after moderate to severe physical activity. Autopsy studies in the latter group generally revealed extensive coronary atherosclerosis in the absence of an acute myocardial infarction, suggesting cardiac electrical dysfunction as the mechanism of death. Of seven subjects with identified ventricular fibrillation in this group, none could be revived.
Bruce'0 has suggested that excessive delay and/or questionable techniques in resuscitation measures may explain the discrepancy between these failures and his successes.
In any event, since life-threatening arrhythmias do occasionally occur in conjunction with exercise, means of detecting the arrhythmia-prone persons in advance must be considered. In our experience, instant electrocardiography has complemented exercise stress testing and other screening measures in such detection. Two of our four patients with asymptomatic exercise-related ventricular arrhythmias (which would have gone undetected without the instant electrocardiogram) subsequently developed ventricular fibrillation during walk-jog activity and during exercise stress testing. In retrospect, moderate exercise such as walking should probably have been prescribed after the first detection of ventricular ectopy.
One could also argue that such persons should be omitted from the training program altogether. Since both our patients had derived considerable subjective benefits from the program and were desirous of returning to even a limited portion of the sessions, we have allowed them to do so, feeling that they were safer in the supervised gymnasium program than in any situation short of a coronary care unit.
While instant electrocardiograms certainly appear useful, one might obtain additional information by using continuous radio-telemetry monitoring during all phases of exercise. We have done this on several occasions and have noted repolarization changes during various phases of exercise; however, equipment cost and lack of personnel prevent widespread application of this technique.
